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ﻚﻟﺫﻲﻓﺎﻤﺑ،ﺉﺮﻤﻟﺍﻲﻓﺔﺒﻳﺮﻐﻟﺍﻡﺎﺴﺟﻷﺍﺮﻴﺑﺪﺗﻢﻴﻴﻘﺘﻟﺚﺤﺒﻟﺍﻑﺪﻬﻳ:ﺚﺤﺒﻟﺍﻑﺍﺪﻫﺃ
.ﻪﺑﺔﻄﺒﺗﺮﻤﻟﺍﻞﻛﺎﺸﻤﻟﺍﻭﺎﻬﺘﻟﺍﺯﺇﻲﻓﺐﻠﺼﻟﺍﺭﺎﻈﻨﻤﻟﺍﺭﻭﺩ
ﻥﺫﻷﺍﻭﻒﻧﻷﺍﻢﺴﻗﻲﻓﺔﻴﻌﻄﻘﻤﻟﺍﺔﻴﻠﻴﻠﺤﺘﻟﺍﺔﺳﺍﺭﺪﻟﺍﻩﺬﻫﺖﻳﺮﺟﺃ:ﺚﺤﺒﻟﺍﻕﺮﻃ
ﻰﻟﺇﺔﺒﺴﺘﻨﻤﻟﺍﺎﻳﺭﻮﺘﻜﻴﻓﻝﺍﻭﺎﻫﺎﺑﻰﻔﺸﺘﺴﻣﻲﻓﺔﺒﻗﺮﻟﺍﻭﺱﺃﺮﻟﺍﺔﺣﺍﺮﺟﻭ،ﺓﺮﺠﻨﺤﻟﺍﻭ
ﺮﺒﻤﺴﻳﺩﻦﻴﺑﺓﺮﺘﻔﻟﺍﻲﻓ،ﻥﺎﺘﺴﻛﺎﺑ،ﺭﻮﻴﺒﻟﺍﻭﺎﻫﺎﺑﻲﻓ،“ﻢﻈﻋﺃﺪﺋﺎﻘﻟﺍ”ﺐﻄﻟﺍﺔﻴﻠﻛ
ﺔﻟﺎﺣ43ﻝﻲﻟﺍﻮﺘﻟﺍﻰﻠﻋﺔﻴﺒﻄﻟﺍﺕﻼﺠﺴﻟﺍﺔﻌﺟﺍﺮﻣﺖﻤﺗ.ﻡ3102ﻮﻳﺎﻣﻭﻡ2102
.ﺽﺮﻐﻟﺍﺍﺬﻬﻟﺕﺪﻋﺃﺔﻧﺎﺒﺘﺳﺍﻰﻠﻋﺕﺎﻧﺎﻴﺒﻟﺍﺖﻠﺠﺳﻭ،ﺐﻳﺮﻏﻢﺴﺟﻉﻼﺘﺑﺍ
(%2.58)ﺔﻟﺎﺣ92ﻢﻬﻨﻴﺑ؛ﺎﻣﺎﻋ83.01ﻰﺿﺮﻤﻟﺍﺭﺎﻤﻋﺃﻂﺳﻮﺘﻣﻎﻠﺑ:ﺞﺋﺎﺘﻨﻟﺍ
.ﺭﻮﻛﺫ(%1.74)61ﻭﺙﺎﻧﺇ(%9.25)81ﻙﺎﻨﻫﻭ.ﺎﻣﺎﻋ21ﺖﺤﺗﻝﺎﻔﻃﻷﺍﻦﻣ
ﻢﻬﻨﻣ(%6.37)52ﻯﺪﻟﻥﺎﻛﻭ،ﻊﻠﺒﻟﺍﺮﺴﻋﻦﻣ(%88)ﺎﻀﻳﺮﻣﻥﻮﺛﻼﺛﻰﻜﺘﺷﺍ
ﺎﻀﻳﺮﻣ22ﺪﻨﻋﻲﻘﻠﺤﻟﺍﻑﻭﺮﻀﻐﻟﺍﻒﻠﺧﺔﻘﻄﻨﻤﻟﺍﺭﺎﺸﺤﻧﻻﺍﻥﺎﻜﻣﻥﺎﻛﻭ.ﺊﻗ
،(%31)4ﺪﻨﻋﺉﺮﻤﻟﺍﻒﺼﺘﻨﻣﻭ،(%51)5ﺪﻨﻋﻲﻠﻔﺴﻟﺍﺉﺮﻤﻟﺍﻭ،(%66)
ﺾﻳﺮﻣﺪﻨﻋﺔﻳﺮﺜﻤﻜﻟﺍﺓﺮﻔﺤﻟﺍﻭ(%3)ﺪﺣﺍﻭﺾﻳﺮﻣﺪﻨﻋﻲﻘﻠﺤﻟﺍﻡﻮﻌﻠﺒﻟﺍﺭﺍﺪﺟﻭ
ﺮﻬﻇﺃ.(%8.16)ﺐﻳﺮﻏﻢﺴﺟﺮﺜﻛﺃﻲﻫﺔﻴﻧﺪﻌﻤﻟﺍﺕﻼﻤﻌﻟﺍﺖﻧﺎﻛﻭ.(%3)ﺪﺣﺍﻭ
ﺔﻘﺒﻄﻟﺍﻦﻣﺎﻀﻳﺮﻣ(%9.25)81ﻥﺃﻱﺩﺎﺼﺘﻗﻻﺍﻲﻋﺎﻤﺘﺟﻻﺍﻊﺿﻮﻟﺍﻞﻴﻠﺤﺗ
ﺔﻄﺳﻮﺘﻤﻟﺍﺔﻘﺒﻄﻟﺍﻦﻣ(%3.53)21ﻥﺎﻛﺎﻤﻨﻴﺑ،ﺔﻀﻔﺨﻨﻤﻟﺍﺔﻳﺩﺎﺼﺘﻗﻻﺍﺔﻴﻋﺎﻤﺘﺟﻻﺍ
.ﺎﻴﻠﻌﻟﺍﺔﻘﺒﻄﻟﺍﻦﻣ(%8.11)4ﻭ
ﻦﺴﺤﺘﺴﻤﻟﺍﻦﻣﻭ،ﺓﺮﻴﻄﺧﺔﻟﺎﺣﻮﻫﺉﺮﻤﻟﺎﺑﺐﻳﺮﻏﻢﺴﺟﺩﻮﺟﻭﻥﺇ:ﺕﺎﺟﺎﺘﻨﺘﺳﻻﺍ
ﻥﺎﻛﻭ.ﺔﻟﺍﺯﻺﻟﻦﻣﺁﻭﻝﺎﻌﻓﺀﺍﺮﺟﺇﻮﻫﺐﻠﺼﻟﺍﺉﺮﻤﻟﺍﺭﺎﻈﻨﻣﻭ.ﺮﻜﺒﻣﺖﻗﻭﻲﻓﻪﺘﻟﺍﺯﺇ
.ﺐﻗﺍﻮﻌﻟﺎﺑﻲﻋﻮﻟﺍﺔﻠﻘﻟﺍﺮﻈﻧﺓﺮﻴﻘﻔﻟﺍﻞﺋﺍﻮﻌﻟﺍﻦﻴﺑﺎﻋﻮﻴﺷﺮﺜﻛﺃﺐﻳﺮﻏﻢﺴﺟﻉﻼﺘﺑﺍCorresponding address: ENT and Head and Neck Surgery,
hawal Victoria Hospital, affiliated with Quaid-i-Azam Medical
llege, Bahawalpur, Pakistan.
E-mail: maroof.aziz@gmail.com (M.A. Khan)
r review under responsibility of Taibah University.
8-3612  2014 Taibah University.
duction and hosting by Elsevier Ltd. All rights reserved.
p://dx.doi.org/10.1016/j.jtumed.2014.03.004ﺉﺮﻤﻟﺍ;ﺐﻳﺮﻏﻢﺴﺟ:ﺔﻴﺣﺎﺘﻔﻤﻟﺍﺕﺎﻤﻠﻜﻟﺍAbstract
Objective: The aim of the study was to evaluate the
management of foreign bodies in the oesophagus and to
determine the association with socioeconomic status.
Methods: This cross-sectional analytical study was car-
ried out in the Department of Ear, Nose and Throat and
head and neck surgery of Bahawal Victoria Hospital
affiliated with Quaid-i-Azam Medical College, Baha-
walpur, Pakistan, between December 2012 and May
2013. The medical records of 34 consecutive cases of
foreign body ingestion were searched, and the data were
recorded on a questionnaire prepared for this purpose.
Results: The average age of the patients was 10.38 years;
29 cases (85.2%) were in children under 12 years. There
were 18 females (52.9%) and 16 males (47.1%). Thirty
patients (88%) presented with a history of dysphagia, and
25 (73.6%) had vomiting. The site of impaction was the
post-cricoid region in 22 patients (66%), the lower
oesophagus in 5 (15%), the mid-oesophagus in 4 (13%),
the posterior pharyngeal wall in 1 (3%) and the pyriform
fossa in 1 patient (3%). Coins were the most common
foreign body (61.8%). Socioeconomic analysis showed
that 18 patients (52.9%) were in the low socioeconomic
class, 12 (35.3%) in the middle class and 4 (11.8%) in the
upper class.
Conclusion: The presence of a foreign body in the
oesophagus is a serious condition, and early removal is
recommended. Foreign body lodgement is commoner
among poor families.
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Elsevier Ltd. All rights reserved.Figure 1: Frequency of cases of foreign body in the oesophagus by
age.Introduction
An oesophageal foreign body is any object that does not
belong in the oesophagus but becomes stuck there. The type
of foreign body is influenced by a number of factors, such as
age and culture. Most cases of foreign body ingestion occur
in the paediatric population, with a peak incidence between
the ages of 2 and 4 years.1 The most common foreign bodies
swallowed by this age group are coins and disc batteries.2
Edentulous adults are also at greater risk of ingesting
foreign bodies, including meat boli and dental prostheses.3
Impactions usually occur at gastrointestinal angulations
and narrowing.4 Once through the oesophagus, most
foreign bodies, including sharp objects, pass
uneventfully.5,6 Oesophageal foreign bodies should be
removed within 24 h, as any delay decreases the likelihood
of successful removal and increases the risk for
complications.7 The two methods for removing foreign
bodies from the oesophagus are flexible and rigid
oesophagoscopy; the former is safer than the latter.8
The purpose of this cross-sectional analytical study was to
evaluate our experience of management of foreign bodies in
the oesophagus. We also analysed the role of socioeconomic
status in the prevalence of this condition.Materials and Methods
This study was carried out at the Ear, Nose and Throat
Department of Quaid-i-AzamMedical College, Bahawalpur,
Pakistan, between December 2012 and May 2013. The
medical records of 34 consecutive cases of foreign body
ingestion were searched, and data were recorded on a ques-
tionnaire prepared for this purpose.
The data were analysed with SPSS 16 software.Table 1: Type of foreign body in 34 cases of
foreign bodies in the oesophagus.
Type Frequency
Coin 21
Meat bolus 4
Disc battery 3
Bone chip 1
Glass piece 1
Nail 1
Whistle 1
Zip 1
Total 33Results
The age range of patients presenting with foreign bodies
was 2e60 years, with an average age of 10.38 years (SD
15.321 years) and a median age of 4 years. Of the 34 patients,
29 were children under 12 years (85.2%) (Figure 1). There
were 18 female (52.9%) and 16 male patients (47.1%).
Thirty patients (88%) presented with a history of
dysphagia, 25 (73.6%) with a history of vomiting, and one
complained of substernal pain. Respiratory distress was
present in one patient, and two gave a history of foreign body
ingestion. Rigid oesophagoscopy was performed for all
cases.
Foreign bodies were found in 33 cases. The site of
impaction was the post-cricoid region in 22 patients (66%),
the lower oesophagus in 5 patients (15%), the mid-
oesophagus in 4 patients (13%), stuck to the posteriorpharyngeal wall in one patient and the pyriform fossa in one
patient.
The foreign bodies were successfully removed from 32
patients, while a meat bolus had to be pushed down in one
patient. The objects removed were coins in 21 cases
(63.64%), food in 4 cases and battery cells in 3 cases;
miscellaneous objects were removed in 5 cases (Table 1).
With regard to demographics, 18 patients (52.9%) were
residents of rural areas and 16 (47.1%) of urban areas. Most
(18) patients (52.9%) belonged to the low socioeconomic
class, 12 patients (35.3%) to the middle class and 4 (11.8%)
to the upper class.Discussion
Foreign bodies are found in the oesophagus at any age but
most commonly in young children. Most of our patients
(85.2%) were under the age of 12 years, while Khurana9
reported an incidence of 67% and Hawkins10 an incidence
of 74% in this age group. In our group, 47.1% of patients
were male, while McPherson et al.11 reported a male
predominance of 67%.
The symptoms of oesophageal foreign body include a
persistent foreign body sensation, odynophagia and
dysphagia. If the proximal third of the oesophagus is
obstructed, increased salivation and regurgitation may
Oesophageal foreign bodies208occur.12,13 Respiratory symptoms of stridor, cough and
choking are common presenting complaints in children.14
Dysphagia and vomiting were common clinical features in
our patients.
The post-cricoid region was the most common site of
impaction in our study (64.7%). Impaction of a meat bolus
at or immediately below the crico-pharyngeus, causing “the
cafe´ coronary”, compresses the adjacent trachea, resulting in
respiratory obstruction, which is an emergency.15 One of our
aged patients had respiratory distress, with a large food bolus
stuck in the post-cricoid region.
X-ray evaluation is indicated in every patient in whom an
oesophageal foreign body is suspected,12 including lateral
and antero-posterior neck films and a chest Z-ray. If no
foreign body is seen on X-ray but the patient is symptomatic,
with salivation and regurgitation, endoscopy is still per-
formed, as pieces of glass, bone fragments, aluminium,
plastic and wood are difficult to see on X-rays.6 Air
entrapment in the upper end of the oesophagus on lateral
X-ray correlated well with the presence of a meat bolus or
a bone fragment in our study.
Rigid oesophagoscopy has been used as standard practice
for almost all cases of foreign bodies. The negative endos-
copy rate was 2.9% in our study. In some cases, a foreign
body may pass through the stomach.16
Most common foreign bodies are coins and bone chips.17
In our study, the most common foreign bodies were coins
followed by food-related masses. Disc battery cells also
made up a large number, but there were no dentures.
Khurana9 reported no mortality or morbidity after an
oesophageal foreign body, as in our study, but Hariga17
reported a complication rate of 1.3%.
We found some relation between socioeconomic status
and the incidence of a foreign body in the oesophagus. Most
of our cases belonged to the lower socioeconomic strata of
society, probably because of the catchment area of our
institution. The urban population was at greater risk in at
least one western study.18
Conclusion
A foreign body in the oesophagus is a serious condition,
and early removal is recommended. Rigid oesophagoscopy is
a safe, effective procedure for their removal. Foreign body
lodgement is more common among poor families, perhaps
because of less awareness of the consequences.
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